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Abstract 
Introduction: This study aimed to understand the chronic disease burden of anemia, cancer, 
diabetes mellitus, hypertension, overweight/obesity, stroke, and tobacco use in the domestic as 
well as a refugee population. It also aimed to examine the current literature on appropriate 
screening for those conditions.  Methods: 348 refugee screening intake exams from Public 
Health - Dayton & Montgomery County were analyzed for presence of the conditions stated.  
Screening intake recommendations from the CDC, the Minnesota Public Health Department, the 
Canadian Collaboration for Immigrant and Refugee Health, and the Ohio Department of Job and 
Family Services were examined and compared in order to glean best practices and 
recommendations.  Results: Overall, this refugee population showed varying deviations from 
domestic figures in regards to chronic disease prevalence.  When examined en bloc, this group 
had higher prevalence of anemia in men and women, cancer in women, diabetes in men and 
women, and tobacco use in men when comparing the refugee group to the domestic group.  
Screening intake recommendations offered similar recommendations on things like routine 
history and physical including vital signs and screening for past medical history.  There was less 
uniformity on things like cancer screening and mental health interventions.  Conclusions: 
Chronic disease screening and prevention is an extremely important factor in promoting health 
amongst all people.  Routinely examining and readdressing guidelines while continuing to 
improve accurate epidemiologic data is of utmost importance in ushering in a new phase of 
wellness.  Different populations face different challenges, and by further understanding this 
group of refugees, we can begin to help achieve better care for them.   
 Keywords: refugee, chronic disease, screening, intake exam 
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Chronic Disease Prevalence of a Refugee Population in Dayton, OH 
 In 2009, 73% of the refugees referred for resettlement by the United Nations High 
Commissioner of Refugees came to the United States, an estimated 75,000 per year (U.S. 
Department of State, 2011).  Over the last three decades, the State of Ohio, in particular, has 
accepted over 30,000 refugees (U.S. Department of State, 2011).  These numbers highlight the 
importance of understanding this population in order to allocate resources in the proper fashion 
and ensure that equitable, appropriate care is delivered (ODJFS, 2009).  This unique population 
is at increased risk of harm from chronic medical diseases due to a variety of factors, including 
the need for immense social acculturation, language barriers, transportation difficulties, inability 
to pay, inability to find providers, and differences in perception on the nature of chronic disease 
and its treatment (Palinkas & Pickwell, 1995).   
 As early as 1920, Winslow describes the essential function of Public Health as “the 
science and art of preventing disease, prolonging life and promoting health through the organized 
efforts and informed choices of society, organizations, public and private, communities, and 
individuals” (Winslow, 1920, p. 24).  We must constantly reevaluate and further understand our 
practices, especially regarding the most vulnerable amongst us, to ensure that these basic tenets 
are upheld.  This study aims to examine the promotion of health and prevention, in regards to 
chronic disease, in the refugee population arriving in Dayton, OH since 2007.   
 The U.S. Citizenship and Immigration Services defines a refugee as “an individual 
located outside the United States; is of special humanitarian concern to the United States; 
demonstrates that he/she was persecuted or was in fear of persecution due to race, religion, 
nationality, political opinion, or membership in a particular social group; is not firmly resettled in 
another country; and is admissible to the United States” (USCIS, 2011).  These individuals have 
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often been victims of severe circumstances, such as persecution, torture, unsanitary and 
overcrowded living conditions, lack of access to health services, and cultural misunderstandings 
of modern medicine, making them extremely vulnerable at their time of arrival.   
 Immense pressure for rapid acculturation exists in order to make a major transition like 
relocation.  In order to help newly arriving refugees go through this process, the Ohio 
Department of Job and Family Services, partnering with various organizations (in Dayton, 
Catholic Social Services) provides some assistance.  Upon arrival, adult refugees are eligible for 
cash and medical assistance for 8 months and social services for up to 5 years (ODJFS, 2011).  
Regardless of this fact, numerous barriers to healthcare still exist, which may prevent these 
individuals from accessing much needed services.  Identification of chronic disease prevalence is 
extremely important in the understanding of population-based health and a necessary exercise in 
order to paint the complete picture of this marginalized group of individuals.     
 Barriers to access of healthcare services are an important issue to consider when 
understanding health service utilization.  Whether this applies to vulnerable populations, such as 
those of low socioeconomic status or those living in resource poor areas, or refugees arriving 
from abroad, it is a constant struggle to dedicate the necessary services and practice empathic 
cultural competence to ensure adequate and equitable care is being delivered.  The presence of 
qualified translation services, differing notions of Western healthcare (in regards to body, health, 
and illness), social norms defining the role of patients, physicians and medications, stigma 
associated with certain conditions, health system literacy, and social acculturation are all 
extremely important concepts to understand when thinking about health delivery (Eckstein, 
2011).  Public health and various professional organizations need to take charge in providing 
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important educational and informative materials to providers regarding these differing cultural 
notions. 
For example, the American Academy of Family Physicians provides an interesting brief 
on cross-cultural medicine that calls for the cultural competency of our healthcare providers in 
order to truly assist and heal all who we serve and describes some differing notions of health in 
other societies (Juckett, 2005).  Whether it be the Latino culture with various traditional herbal 
treatments for conditions like asthma and diarrhea, or the Asian tradition of “coining” to draw 
out illness (which often leaves marked striations which can be mistaken for signs of abuse), it is 
of utmost importance that the physician be sensitive to these practices and have clear discussions 
with patients about the role of Western medicine in their lives. 
 The notion of social acculturation, in particular, is an interesting topic in itself.  It can be 
understood as both the logistical competence of participating in day-to-day life within a new 
culture as well as the psychological belief structure that forms the collective consciousness of a 
particular society.  Elder shows that along with acculturation, which affects every new refugee 
arriving in this country, they are also subject to more traditional psychosocial barriers to care that 
may affect risk factors to chronic disease (education, gender, socioeconomic status, and race) 
(Elder, Broyles, Brennan, Zuniga de Nuncio, & Nader, 2005).  Understanding the unique 
interplay between acculturation and social strata is an essential public health function and needs 
to be addressed if chronic disease is to be identified and treated appropriately in the refugee 
population.   
 Issues that have been relatively well addressed within our current healthcare system, 
when pertaining to refugee health, include the mandate for translation services, transportation 
support, and the championing of community leaders to help disseminate important health related 
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information in a culturally sensitive format.  However, all too often, physicians and other 
providers are not given the adequate resources or time to truly understand a patient’s social and 
cultural influences on the kind of care that they would want to have delivered.  Diligence on the 
part of public health providers is necessary to truly engage the patient in their own health, 
provide up to date and evidence-based data, and become a partner to the patient in identifying 
goals and providing appropriate treatments.   
Chronic Disease 
 Domestically, the CDC reports that 7 of 10 deaths among Americans each year are from 
chronic diseases with 50% of all deaths being attributed to heart disease, stroke, and cancer 
(Ahluwalia, Mack, Murphy, Mokdad, & Bales, 2003; CDC, 2010).  Almost 1 out of every 2 
American adults (133 million in 2005) suffers from at least one chronic illness (CDC, 2010).  
The economic impact, as estimated by The Milken Institute, suggests that total annual cost of 
treatment and lost productivity due to chronic diseases tops 1.3 trillion dollars (Miliken, 2011).  
While these figures are staggering, it has been hypothesized that we may see a tripling over the 
next decade if the status quo remains (Miliken, 2011).  It is of utmost importance to not only 
treat chronic conditions, but to screen for and prevent them from happening in the first place.  
These same tenets hold true to new citizens of this country.  
 In the population being studied (refugees being resettled in the Dayton, OH region), a 
clearer understanding of their medical demographics was needed in order to provide better care.  
This was accomplished by analyzing hundreds of charts and collating data to summarize chronic 
disease burden at the population level.  The trends that were identified are described below.  
When examining national data, it is known that newly arriving refugees tend to exhibit better 
overall health and lower chronic disease burden than indigenous Western populations (Pottie, 
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Janakiram, Topp, & McCarthy, 2007).  However, the WHO Global Status Report on Non-
communicable diseases also illustrates that chronic disease is on the rise worldwide, especially in 
developing nations (Alwan, 2010; Pottie et al., 2007).  Therefore, it was hypothesized that the 
prevalence of chronic disease amongst a refugee population coming to Dayton, OH, would be 
similar to, or approaching, current domestic figures.  
 The seven conditions identified (anemia, cancer, diabetes, hypertension, overweight/ 
obesity, stroke, and tobacco use) were chosen due to their high prevalence, ability to be screened 
for, available treatment options, and ease of identification from chart review.  The CDC 
Behavioral Risk Factor Surveillance System along with statistics and guidelines from 
organizations such as the American Diabetic Association and the National Cancer Institute help 
paint the picture of current American chronic diseases.  Prevalence data of the seven index 
conditions are summarized in Table 1 and demonstrate the extent of disease burden in the United 
States amongst the indigenous population. 
DM: diabetes mellitus; HTN: hypertension; m: male; f: female 
1. Maakaron, 2011; 2. Howlader et al., 2009; 3. American Diabetic Association, 2012; 4. Keenan et al., 2011;  
5. Wang & Beydoun, 2007; 6. Ogden & Carroll, 2010; 7. CDC, 2007; 8. CDC, 2011 
  
 Similar studies to this one have been conducted, examining the chronic disease burden of 
certain refugee populations around the country.  These will provide valuable comparisons to 
draw from.  One such example from the CDC, a cohort of over 3000 newly arrived Iraqi refugees 
resettling in the San Diego area, yielded the following results: 24.6% of them were obese, 15.2% 
Table 1. Prevalence Rates of Selected Chronic Diseases in U.S. Domestic Population 




















 m 4 3.15 11.80 30.60 68.80 32.20 2.70 21.50 
%          
 f 8 2.54 10.80 28.70 61.60 35.50 2.50 17.40 
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were identified as being hypertensive, 29.6% of them had anemia, and 1.9% displayed glucosuria 
(Ramos et al., 2010).  Another study from Massachusetts discovered that, with the exception of 
diabetes, region of origin was strongly associated with risk factors for, and presence of, different 
chronic conditions, as highlighted in Table 2.  This study also highlighted the importance of 
ensuring adequate follow up and primary care placement for these special populations, as many 
of the conditions described are chronic in nature.  The authors suggest that by addressing the 
continued, follow-up care of these individuals, and concentrating on the long-term need for 
counseling on lifestyle, therapeutics, and goals of treatment, the health of the entire population 
can be maintained more appropriately (Geltman, Dookeran, Battaglia, & Cochran, 2010).   
CAD: coronary heart disease; HTN: hypertension 
1. Adapted from Geltman, Dookeran, Battaglia, & Cochran, 2010 
 
 A study of Southeastern Asian refugees at a primary care clinic in Seattle, Washington, 
analyzed a group of 155 patients for hypercholesterolemia and its risk factors, per the National 
Cholesterol Education Program guidelines.  This investigation found that cigarette smoking and 
Table 2. Medical Conditions by Region of Origin of People Who Received Refugee Health 






(% Region)   
Chronic 
Diseases, n 
(% Region)  
 Obesity Overweight HTN CAD Diabetes Anemia 
Europe and 
Central 
Asia 508 (27.3) 580 (31.2) 599 (32.2) 145 (7.8) 66 (3.5) 176 (9.5) 
Africa 199 (13.3) 362 (24.2) 245 (16.4) 8 (0.5) 37 (2.5) 294 (19.6) 
East and 
Southeast 
Asia 12 (3.6) 71 (21.0) 33 (9.8) 2 (0.6) 12 (3.6) 18 (5.3) 
New East 
and South 




Caribbean 62 (18.6) 104 (31.2) 58 (17.4) 1 (0.3) 11 (3.3) 30 (9.0) 
All Regions 810 (19.1) 1175 (27.7) 960 (22.6 157 (3.7) 131 (3.1) 544 (12.8) 
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hypertension were the most common risk factors, with prevalence of 27% and 26%, respectively.  
Diabetes, obesity, family or personal history, or vascular disease were each noted in less than 
10% of the study participants.  This shows that although populations can be extremely 
heterogeneous in terms of culture and background, most populations will still display some risk 
factors that justify the use of screening and intervention (Dodson, Hooton, & Buchwald, 1995). 
 Tiong et al. (2006) performed a descriptive study on the various health problems of 
African Refugee population arriving in Melbourne, Australia, to identify what some of the most 
common presenting symptoms and conditions are of this newly arriving group.  Although these 
refugees are arriving at a different setting, when compared to the Midwestern United States, this 
study still shines some light on common chronic diseases to be expected in this group.  Six 
general practitioners charts were examined and data collected from 258 patient charts were 
included.  This study found that the most common health problems, in decreasing order, were 
inadequate vaccinations, nutritional deficiencies (especially Vitamin D and iron), infectious 
diseases (gastrointestinal infectious, schistosomiasis, and latent TB), and dental disease.  
Musculoskeletal, psychological complaints, and social difficulties were also noted.  This study 
concludes by highlighting the importance of requiring comprehensive health assessments and 
appropriate follow up of this vulnerable population (Tiong et al., 2006).   
Screening Intake Exams 
 There are several recommendations for refugee screening intake exams from various 
organizations around the country, including the CDC, US Department of Health and Human 
Services, Ohio Department of Job and Family Services (ODJFS) and numerous state/federal 
Departments of Health.  Although a plethora of guidelines exist, there is little consensus and 
each community is given some discretion to tailor their own screening procedures for refugee 
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health, as long as the minimum requirements are met.  Refugee applicants are required to 
undergo a pre-departure overseas medical examination; ODJFS states, “This mandatory 
examination is designed to exclude individuals who have communicable diseases of public 
health significance, physical or mental disorders that involve harmful behaviors, or problems 
with drug abuse or addiction” (ODJFS, 2011).  Upon arrival, a refugee is asked to partake in a 
screening intake exam within 90 days.  In line with compassionate and patient-centered care, 
each individual has the right to refuse these medical screenings.  Guidelines are set in place by 
the ODJFS to ensure minimum screening protocols are followed once the refugee arrives in 
Ohio, including such things as mandating licensure of providers, appropriate translation services, 
assurance of continuity of care, and availability of necessary medications.   
 Although the CDC and ODJFS set forth these minimum standards of care, it is often 
times difficult to ensure that all the needs of this population are being met.  Especially 
challenging, is the need for appropriate mental health screenings and follow-up counseling.  
Many of the screening intake recommendations fail to adequately address the devastating effect 
of psychiatric conditions on a person’s wellbeing and safety.  In addition to the psychological 
difficulties encountered with conditions such as PTSD and depression, evidence exists to suggest 
the detriments of mental health conditions on a person’s chronic disease status (Kinzie et al., 
2008).  Kinzie’s et al. (2008) results (summarized in Table 3) show the increased correlation of 
psychiatric trauma (by classifying various life experiences into a trauma scale) with diabetes, 
hypertension, and high BMI.  The prevalence of these chronic diseases in patients suffering from 
significant trauma was all higher than the prevalence in the general population (Kinzie et al., 
2008).   
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Scale % Hypertension % Diabetes 
Vietnamese 179 62.6 55.4 2.82 44 13 
Bosnian 120 64.2 48.7 3.11 40 16 
Somali 72 76.4 43.3 3.72 32 24 
Cambodian 88 74.7 51.9 4.68 51 14 
Total 459 67.5 51.1 3.39 42 15.5 
1.Aadapted from Kinzie et al., 2008 
 Although this shows that those suffering from mental health conditions may also be at 
higher risk for chronic disease, a large systematic review by the Canadian Collaboration for 
Immigrant and Refugee Health (CCIRH) found that screening for PTSD in the initial period may 
cause more harm than good and depression screening using an approved instrument should only 
be carried out if appropriate treatment and counseling modalities are available (Tugwell et al., 
2011).  The CCIRH created a set of guidelines that were rigorously evaluated using the Appraisal 
of Guidelines Research & Evaluation (AGREE) instrument as well as the Grading of 
Recommendations Assessment, Development and Evaluation (GRADE) systems, which will be 
described below (Tugwell et al., 2011).  These recommendations will be included in the 
Cochrane Collaboration recommendations on refugee health.   
 The question of whether or not refugees will truly follow-up and access healthcare, even 
if they are screened and determined to suffer from a chronic disease is difficult to answer.  
Literature exists to support the notion that refugees are less likely to utilize health services as 
well as the other side, claiming that refugees tend to participate in the health care sector even 
more than their domestic counterparts.  On the one hand, Kiss shows that refugee populations in 
Canada were more likely to have seen a general practitioner and utilized emergency rooms and 
urgent care centers more frequently than non-refugees (Kiss, Pim, Hemmelgarn, & Quan, 2011).  
Undoubtedly, the presence of universal health care, strong refugee outreach programs, and 
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readily available translation/ interpretation service helps explain this fact.  On the other hand, 
Morris finds that refugees have an incredible amount of difficulty accessing care, for reasons 
such as transportation, language, ability to pay, health literacy, and understanding of western 
medicine (Morris, Popper, Rodwell, Brodine, & Brouwer, 2009).  These apparent contradictions 
highlight the fact that although refugees may have some barriers to care, they seem to participate 
in the healthcare system if appropriate considerations are made.   
Statement of Purpose 
 This study has three objectives: First, is to understand the prevalence of certain chronic 
diseases (anemia, cancer, diabetes, hypertension, overweight/obesity, stroke, and tobacco use) in 
this refugee population by retrospectively examining intake screening forms through Public 
Health - Dayton & Montgomery County (the organization charged with conducting initial 
refugee health exams) and comparing these statistics with national U.S. figures on domestic 
prevalence.  Part of the reason these initial screening exams are conducted is in order to identify 
Class A and B conditions and create an initial record of any medical issues that these individuals 
may be facing upon arrival.  Class A and B conditions are technically identified by the overseas 
medical examination and may preclude a potential refugee from being admitted to the United 
States or necessitate follow up once the individual arrives here.  Class A conditions are 
inadmissible to the U.S. until treated and include: chancroid, gonorrhea, granuloma inguinale, 
lymphogranuloma venereum, syphilis, active TB, HIV infection, infectious Hansen’s disease, 
drug addiction, and mental illness with violent behavior.  Class B conditions refer to significant 
health problems which require follow-up soon after arrival to the United States and include: 
latent or non-infectious active TB, non-infectious Hansen’s disease, and “other” significant 
physical disease, defect, or disability (ODJFS, 2011).  Class A and B conditions do not include 
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any chronic diseases and screening for chronic conditions are offered elsewhere in each of the 
recommendations.  The importance of identifying Class A and B conditions is to treat the patient 
as well as protect the domestic U.S. population from any dangerous infectious diseases.   
 By further understanding the ailments and challenges that may be facing this unique 
population, resources and funding can be allocated in order to not only promote the health of 
these individuals, but to prevent unnecessary cost and utilization burden on the community as a 
whole if these individuals face a medical emergency from a known condition.  The second 
objective is the critical appraisal of literature to determine current best practices in regards to 
newly arriving refugee health screenings.  Lastly, we will aim to provide some important 
recommendations for the future of care to this population in the Dayton area.   
Methods 
 From April 1, 2007 to August 1, 2011, three hundred forty eight adult refugees 
underwent initial refugee screening intake exams by Public Health - Dayton & Montgomery 
County (PHDMC).  Charts of these individuals were reviewed in a secure location at PHDMC 
looking for presence or history of anemia, cancer, diabetes, hypertension, overweight/obesity, 
stroke, and tobacco abuse.  Cut off levels for presence/absence of disease were established by 
nationally accepted norms.  A review article by Maakaron (2011) based on WHO and CDC 
statistics describes anemia as a hemoglobin level <13.5 g/dL in males and <12.5 g/dL in females.  
Diabetes was considered present if a refugee was on treatment for diabetes or fasting blood 
glucose was > 125 mg/dL, according to the American Diabetic Association (2012).  The 
American Heart Association defines hypertension as a systolic BP >139 and/or diastolic BP >89; 
patients meeting this criteria or on treatment for hypertension were considered positive for 
hypertension (Carretero, 2000). Overweight/Obese, as defined by the CDC, was considered 
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present if BMI is >25 (overweight) or >30 (obese) (CDC, 2010).  Tobacco abuse was considered 
positive if patient admitted to daily habitual tobacco use of any sort (cigarette, pipe, chew, etc.).  
Stroke and cancer was considered positive if the patient stated there was a personal history of 
either of these conditions.  These inclusion criteria are summarized in Table 4.  Data was 
examined as a whole and then stratified by age, gender, and country of origin and compared with 
domestic U.S. figures.  No personal identifiers were included in the abstracted data set. 
Table 4. Inclusion Criteria 
Anemia hemoglobin <13.5g/dL (males), <12.5g/dL (females) 
Cancer personal history of cancer 
Diabetes on therapy or fasting blood glucose >125mg/dL 
Hypertension on therapy or systolic BP >139 and/or diastolic BP >89 
Overweight BMI > 25 
Obese BMI > 30 
Stroke personal history of stroke 
Tobacco Use daily, habitual tobacco use of any sort 
 
 In regards to assessing screening intake exams, numerous examinations were made of the 
various organizations charged with refugee health in this country and around the state.  Not only 
was the screening intake form from PHDMC examined, but recommendations and forms from 
the CDC, the Office of Refugee Resettlement, and the Ohio Department of Job and Family 
Services were also studied.  Information from the Minnesota Department of Health as well as 
recent publications from the Canadian Collaboration for Immigrant and Refugee Health also 
helped inform this review.  MedLine via PubMed was scoured using numerous terms that 
included “screening,” “intake,” “refugee,” “chronic,” and “disease” to understand the literature 
that exists in regards to screening intake forms.  Wright State University Institutional Review 
Board approval was obtained prior to the initiation of this study.   
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Results 
Chronic Disease 
 The data from chart review of the refugee intake screening exams at Public Health - 
Dayton & Montgomery County was collected and examined in various forms to elucidate some 
interesting results.  Table 5 highlights some of the demographic information of this population.  
This group of 348 individuals was made up of 141 (40.5%) females and 207 (59.5%) males; 243 
(69.8%) of the individuals in this study were under the age of 40.  Table 6 gives prevalence rates 
for conditions in the same format as those reported for the general U.S. population in Table 1.  
As can be seen, when examined as one group en bloc, almost every condition examined has a 
significantly different prevalence in the Refugee group versus domestic U.S. statistics.  Some 
possible explanations for these differences will be offered below.   
 Although it would be difficult to highlight every single piece of information garnered 
from this data set, many interesting patterns and associations will be described.  As can be seen 
from comparing Table 1 (domestic prevalence) and Table 6 (refugee population prevalence), we 
see the rates of anemia and diabetes in both sexes, cancer in women, and tobacco abuse among 
men all occurring at higher rates in the refugee population as opposed to their U.S. counterparts.  
Possibilities for these differences will be highlighted in the discussion section.   
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Table 5. Demographic Information of Refugee Group 
Country of Origin Sex Count Ave Age 
Bhutan Female 8 32.4 
  Male 7 30.7 
Burundi Female 7 26.1 
  Male 1 20.0 
Congo Female 3 21.7 
DRC Female 4 34.5 
  Male 11 32.1 
Eritrea Female 2 24.5 
  Male 18 26.4 
Ethiopia Female 3 24.7 
  Male 21 34.9 
Gabon Female 1 58.0 
Ghana Male 4 46.5 
iraq Female 63 34.5 
  Male 77 33.4 
ivorycoast Male 1 32.0 
Jordan Female 8 58.3 
  Male 4 35.0 
Kenya Female 3 48.7 
  Male 7 45.6 
Kuwait Female 2 37.0 
Lebanon Female 1 58.0 
   Male 3 50.3 
Malawi Female 1 52.0 
  Male 1 48.0 
Myanmar Female 1 30.0 
Nepal Female 5 43.0 
  Male 6 51.3 
Palestine Female 1 30.0 
Rwanda Female 6 28.8 
  Male 11 28.2 
Sudan Female 2 36.0 
  Male 16 30.7 
Syria Female 3 50.3 
  Male 4 56.8 
Tanzania Male 1 28.0 
Turkey Female 3 47.0 
  Male 2 44.0 
Vietnam Female 13 44.2 
  Male 11 46.5 
Zambia Female 1 45.0 
  Male 1 42.0 
Grand Total   348 35.9 
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Table 6. Prevalence Rates of Selected Chronic Diseases in Refugee Population 
    Anemia Cancer DM HTN Overweight/Obese Obese Stroke Tobacco 
  m 7.24 0.97 14.01 12.08 33.33 12.08 0.97 32.85 
%          
  f 36.88 4.25 11.35 12.06 56.74 22.70 0.71 4.26 
DM: diabetes mellitus; HTN: hypertension; m: male; f: female 
When examining individual statistics from each country of origin, power is often too low 
to extrapolate to an entire population, but certain drivers of trends can be identified.  For 
example, although the prevalence of anemia in refugee women is more than 4.5 times that of 
domestic women (36.88% versus 8%, respectively), we find that 6/7 women from Burundi 
(85.7%), 4/8 women each from Bhutan and Jordan (50%), and 23/63 women from Iraq (36.5%) 
suffer from this condition.  The fact that refuges from Iraq made up 140/348 (40.22%) of the 
total sample set, it is no surprise that the statistics that this particular group displays is a strong 
predictor of the overall statistics of this refugee population as a whole.  Other interesting points 
regarding anemia include the fact that there were no reported cases in refugees coming from the 
Congo or Eritrea (n=6) and only 1 case out of 17 (5.88%) refugees originating from Rwanda.   
 Cancer statistics in this refugee population showed clear distinctions between the sexes.  
While cases of cancer in males were less than 3 times that of domestic figures (0.97% in refugees 
versus 3.15% U.S. population), refugee women were almost 2 times more likely to display 
cancer (4.25% in refugees versus 2.54% U.S. population).  These comparisons must be taken 
lightly; however, as the complete sample set only included 8 total cases of cancer out of 348 
charts that were studied.  Prevalence did seem to follow age related pattern as highlighted by the 
fact that when examining a country like Iraq, who only had 19/140 (13.5%) of their refugees 
over the age of 46, a relatively low rate of cancer, 2/140 (1.42%) was seen.  In contrast, a country 
of origin such as Jordan, who had 9/12 (75%) of their refugees over the age of 46, we see a much 
higher cancer prevalence of 2/12 (16.7%).  A sure limitation, as expanded on in the discussion 
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below, is the fact that these data are not age and sex-matched against controls.  Nevertheless, 
broad understanding of aggregate population data may set the foundation for further study into 
particular trends.  Nationality and cultural practices may also have confounded the prevalence of 
cancer in that certain races are more genetically prone to different types of cancers and 
environmental exposures that may have increased an individual’s risk.  
 Diabetes, interestingly, was seen to have higher prevalence in the refugee population than 
the U.S. population.  This comes in light of the fact that rates of overweight and obesity, which 
are typically highly associated with development of diabetes, were much lower in refugees than 
in the U.S. population.  199 refugees had a BMI <25 (normal weight) and only 19 (4.5%) had 
diabetes; 149 had a BMI > 25 (overweight or obese) and 26 (17.4%) of those had diabetes; and 
of the 57 with BMI > 30 (obese or morbidly obese), 16 (28.1%) had diabetes.  There are, 
however, serious diagnostic challenges in identifying a refugee as being considered “positive” 
for diabetes, as will be discussed below.   
 In regards to hypertension, of the 348 charts reviewed, only 22 (6.32%) were considered 
positive.  As can be seen when comparing Table 1 and Table 6, refugees of both sexes displayed 
2-3 times less hypertension than their domestic counterparts.  The only country of origin that 
even came close to approaching domestic numbers were the Nepalese, who 2/11 (18.18%) 
individuals with hypertension.  Hypertension is also another condition that is associated with 
obesity.  In this refugee population, the association is not very clear, evidenced by the fact that as 
a group, those with a BMI >30 had a 5/57 (8.8%) prevalence of hypertension, in the face of those 
with normal BMI <25, still having a 13/199 (6.53%) prevalence.  Possible explanations will be 
offered in the discussion section.   
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 Body weight varied widely throughout different populations.  While countries such as 
Bhutan only had 2 out of 15 people in the overweight category and zero obese, a country like 
Iraq (as described above) has 82/140, close to 60%, with a BMI > 25.  Women in this group had 
a much higher prevalence of overweight and obese individuals (34.04% and 22.70%, 
respectively) than their male counterparts (21.25% overweight and 12.08% obese).  
Domestically, we see more males who are overweight or obese but more females who are frankly 
obese.  Diet, sedentary lifestyles, culture, and genetics may all play into these differences.   
 Stroke had an extremely low prevalence in this refugee population, only 2/207 (0.97%) in 
males and 1/141 (0.71%) in females.  These are much lower than domestic statistics, seen in 
Table 1, but as described with other typical age-related conditions, this was a relatively young 
cohort as a whole.  All 3 cases of stroke in this population occurred in patients over age 41.  
 Tobacco abuse was overall much higher for men, 68/207 (32.85%), and much lower for 
women, 6/141 (4.26%) when compared to domestic statistics (21.5% and 17.4%, respectively).  
Countries such as Eritrea (30% prevalence), Ethiopia (29.17% prevalence), Kenya (50% 
prevalence), and Nepal (36.36% prevalence) were on the high side, while countries like Burundi 
(12.5%), Rwanda (0%), and Syria (14.29%) were much lower.  Iraq, described above as the 
major driver of the group statistics, was somewhere in the middle with a tobacco abuse 
prevalence of 31/140 (22.14%).  Tobacco use associated with hypertension has been seen 
domestically, whereas not much association is seen in this refugee population with only 3/74 
(4.05%) of smokers having hypertension compared with 19/274 (6.93%) of non-smokers being 
considered hypertensive.   
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Screening Exams 
 Numerous sources were consulted to better understand current practices in refugee 
screening intake exams, from the CDC and Ohio Department of Job and Family Services, to the 
Minnesota Health Department (a recognized leader in refugee health) and various Canadian 
authorities.  Appendix A is a copy of the current screening intake form being utilized by Public 
Health - Dayton & Montgomery County the organization in charge of screening the refugees 
included in this study.  This form was designed and adapted by ODJFS (ODJFS, 2011).  As 
previously mentioned, there are some minimum federal and state guidelines set forth, but 
different communities have the authority to tailor their screenings as they see fit.  Each of these 
recommendations will be described, but the key differences and recommendations based on this 
analysis will appear in the discussion section.   
 The United States Public Health Service requires, from a federal standpoint, the screening 
of all refugees prior to departure and upon arrival (Stauffer, Kamat, & Walker, 2002).  
Inadmissible conditions (until treated) include: active tuberculosis, HIV, syphyllis, gonorrhea, 
lymphogranulosum venerum, chancroid, leprosy, and severe mental/physical handicaps.  
Screenings should vary between populations utilizing pre-test probabilities, cost-effectiveness, 
and availability of treatment.  They also stress the importance of asking about psychosocial 
stressors, lifestyle, and alternative, complementary, or herbal treatments.  
The CDC recommendations are the national guidelines set in place that each state and 
community considers when creating their own recommendations (Baker et al., 2012).  They offer 
a checklist (Appendix B), which highlights the following: complete blood count with differential, 
urinalysis (although this has not been proven to be a cost-effective screening exam), and infant 
metabolic screening (according to state guidelines) is recommended for all refugees; specific 
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high risk populations should receive serum lipid profiles, cancer screening, uric acid levels 
(Hmong refugees), hypertension/hyperlipidemia screening, and abdominal aortic aneurysm 
screening (according to current United States Preventive Services Task Force guidelines); 
optional tests include serum chemistries and glucose, although there is no clear evidence that 
chemistry panel is an appropriate screening exam in asymptomatic refugees (Baker et al., 2012).  
 A leader in the movement of refugee health, The Minnesota Department of Health has 
published their own guidelines that were also reviewed.  Health History and Physical (including 
vision/hearing/dental assessment) should be routine, in addition to immunization review, 
tuberculosis/hepatitis B/sexually transmitted infection/parasite/malaria screening, and a litany of 
labs.  They have created an easy-to-follow pocket guide for providers that highlights these 
recommendations, seen in Appendix C (Stauffer et al., 2002).  
 The Minnesota Department of Health Refugee Health Program states that the CDC’s 
guidelines, the Office of Refugee Resettlement, and local infectious Disease Specialists 
essentially inform its recommendations.  It is a paradigm shift to include chronic disease 
screening and they recommend following the U.S. Preventive Services Task Force (USPSTF) 
guidelines when it comes to hypertension, hyperlipidemia, renal disease, diabetes mellitus, 
abdominal aortic aneurysm, vitamin D levels, mental health disorders, and cancer screening 
(including breast, cervical colorectal, hepatocellular, gastric, and thyroid) (Stauffer et al., 2002). 
 A recent summary of clinical preventive care recommendations made by the CCIRH and 
published in the Canadian Medical Association Journal lays out the evidence-based clinical 
guidelines for immigrants and refugees and will inform the Cochrane Collaboration’s 
recommendations on this topic.  The conditions covered in systematic reviews include: infectious 
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diseases, mental health and maltreatment, chronic and non-communicable diseases, and women’s 
health (Pottie et al., 2007; Tugwell et al., 2011). 
 The Ohio Department of Job and Family Services (ODJFS) describe core-screening 
principles for refugee health in Ohio and designed the primary intake form used by Public Health 
- Dayton & Montgomery County (ODJFS, 2011).  This organization recognizes that all newly 
arriving refuges are eligible for a health screening exam that is federally funded by the Refugee 
Medical Assistance (RMA) program.  These federal guidelines require that refugee health 
screenings must be initiated within 90 days of entry into the U.S. in order for the provider to be 
reimbursed by RMA funds.  Requirements for the exam include: History and Physical, Stool Ova 
and Parasites, Hepatitis B panel, and a Primary Care Physician Referral (ODJFS, 2011).  All of 
the major recommendations from each agency, pertaining to the chronic diseases being studied 
here, are presented in Table 7.  Differences and recommendations based on this comparison will 
be offered in the discussion section. 

















recommended for all 
Complete blood 
count with white 
cell differential 
recommended for all 
Should routinely screen 
refugees coming from 
regions with limited 
access to iron-rich foods, 
higher rates of infectious 
disease, higher parity, 
children 1-4 years of 
age, and women of 
reproductive age; screen 
others who show 
symptoms/signs 
Complete blood count 





recommended for all 
BMI 
History and Physical 
(including 
height/weight) 
recommended for all 
History and Physical 
(including 
height/weight) 
recommended for all 
No specific guidelines 
provided 
History and Physical 
(including 
height/weight) 
recommended for all 
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History and Physical 
(including history of 
cancer) 
recommended for 






given, other than to 
assess and refer for 
follow-up if 
necessary 
All sexually active 
women should be 
screened for cervical 
cancer by Pap smear; no 
other specific cancer 
screening guidelines 
provided 
History and Physical 




History and Physical 
(including blood 
pressure) 
recommended for all 
History and Physical 
(including blood 
pressure) 
recommended for all 
No specific guidelines 
provided 
History and Physical 
(including blood 
pressure) 








HIV screening per 
specific criteria as 
well as 
immunization 






HIV screening per 
specific criteria as 
well as 
immunization 
review and update 
Specific guidelines 




varicella, hepatitis B/C, 
tuberculosis, HIV, 





Gonococcus, and HIV 
screening per specific 





No evidence exists 
to support universal 
screening of 
asymptomatic 
refugees; basic renal 
panel should be 
ordered if suggested 
by signs/symptoms, 
comorbidities, or in 
certain populations 






given, other than to 
order "if necessary" 
Should test for type 2 
diabetes in persons of 
South Asian, Latin 
American, and African 
origin who develop 
hyperglycemia at a 
younger age and face a 
two-fourfold higher 
prevalence than 
Caucasians; Should test 
anyone with 





recommended for all 
Hyperlipidemia 






given, other than to 
order "if necessary" 
No specific guidelines 
provided 
No specific guidelines 
provided 
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Assess for signs of 
PTSD or acute 
psychiatric 
condition 
Depression: All patients 
should be screened for 
depression when 
integrated systems are in 
place to provide follow-
up treatment; PTSD: 








advocacy are keys rather 
than pushing for 
disclosure of traumatic 
events as this may result 
in more harm than good 
No specific guidelines 
provided 
Stroke 
History and Physical 
(including history of 
stroke) 
recommended for all 
History and Physical 
(including history of 
stroke) 
recommended for all 
No specific guidelines 
provided 
History and Physical 




History and Physical 
(including history of 
tobacco use) 
recommended for all 
History and Physical 
(including history of 
tobacco use) 
recommended for all 
No specific guidelines 
provided 
History and Physical 
(including history of 
tobacco use) 
recommended for all 
Urinalysis 
Recommended for 
all as long as 
refugee old enough 





May be used to help 




May be used to help 






recommended for all  
1. Baker et al., 2012; 2. Appendix B; 3. Dicker, Stauffer, Mamo, Nelson, & O'Fallon, 2010; 4. Pottie et al., 2007;  
5. ODJFS, 2011; 6. Appendix A 
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Table 8. USPSTF Cancer Screening Guidelines1 
Cervical 
Cancer 
Women should be screened with cervical cytology (papanicolaou smears) at least every 3 
years starting at age 21 or within 3 years of onset of sexual activity (whichever comes first). 
 Screening can be discontinued after age 65 in women with previous negative screenings. 
  Screening is not required in women who have had a total hysterectomy for benign disease. 
Breast 
Cancer 
Women 40 or older should receive mammograms, with or without clinical breast exams, 
every 1 to 2 years. 
Colorectal 
Cancer Men and women 50 and older should be screened by one of the following methods: 
    Fecal occult blood testing of 3 consecutive stools annually 
    Flexible sigmoidoscopy or double-contrast barium enema every 5 years 
     Colonoscopy every 10 years 
1. USPSTF, 2012 
 
Table 9. USPSTF Cardiovascular Screening Guidelines1 
Lipid 
Disorders 
Screen and treat men 35 or older and women 45 of older for lipid disorders by obtaining, 
at the minimum, total cholesterol and high-density lipoprotein levels.  These can be 
checked in a non-fasting state 
  
Screen and treat men 20 to 35 years and women 20 to 45 years of age if they have 
increased risk for coronary heart disease (diabetes, tobacco use, hypertension, family 
history of cardiovascular disease before age 50 in male relatives or age 60 in female 
relatives, or a family history suggestive of familial hyperlipidemia) 
Hypertension Screen men and women 18 years or older 
Abdominal 
Aortic 
Aneurysm Screen by ultrasonography men aged 65 to 75 years of age if they have ever smoked 
1. USPSTF, 2012 
Discussion 
Chronic Disease 
 The particular trends and nuances of an entire group of people are often wrought with 
biases, confounders, generalizations, and inadequate extrapolations.  With a sample size of 348, 
this study aimed to highlight some general features of a population of refugees arriving in the 
Dayton, Ohio region in order to better understand current screening practices and medical 
demographics of these unique individuals.  Understanding domestic prevalence rates of chronic 
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disease and comparing them with newly arriving refugees helps elucidate what screening 
processes are adequate, where improvements can be made, and provides an impetus for ensuring 
proper follow-up as well as further areas of study that need to be undertaken.  
Anemia 
 The data presented on anemia shows an increased prevalence of anemia among both men 
and women refugees over the domestic population.  Refugee women showed a four and a half 
fold risk while refugee men did not even show a two fold risk.  Domestically, we see similar 
trends, in that anemia is twice as often a condition affecting women rather than men (Maakaron, 
2011).  Anemia has many etiologies, including iron deficiency (most common), chronic disease, 
certain vitamin/mineral deficiencies, lead poisoning, and genetic disorders, just to name a few 
(Maakaron, 2011).  Understanding the cause of anemia often requires more in depth iron studies 
or genetic analysis.  Due to the nature of this chart review, only preliminary screenings were 
examined and the follow-up physician who the refugee was referred to presumably undertook 
further studies.  Saying so, the number of cases of anemia are still markedly elevated and perhaps 
provides the impetus for further elucidating etiology upon initial screening.  One further area of 
study would be to better track the follow-up patterns of this population.  By doing so, it can be 
better understood whether the 67/348, nearly 20%, of refugees who were identified as having a 
low hemoglobin are having their condition studied further and treated according to standard.  In 
addition, the dramatic results seen in this female refugee population is convincing evidence that 
perhaps a CBC should continue to be a routine part of the screening intake exam, despite CDC 
and ODJFS recommendations.  Although a thorough laboratory investigation past a CBC is not 
warranted on initial screening, an appropriate history will only help follow-up physicians 
appropriately identify and treat each type of anemia.  It is also important for physicians involved 
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in the intake process to question all refugees on common symptoms of anemia such as fatigue, 
shortness of breath, chest pain, and neurologic complaints.  As iron deficiency anemia is most 
common worldwide, a thorough nutrition, lifestyle, and menstrual history are also warranted.  
Differences in dietary and/or cultural habits may be driving the dramatic differences we see 
between refugees originating from different countries.  For example, those arriving from Burundi 
display a 75% prevalence of anemia, while those from neighboring Rwanda only showed 5.88% 
prevalence in this data set. The WHO reports both of these nations as having a prevalence of 
anemia in the “severe” category (>40% of the total population) (de Benoist, McLean, & Egli, 
2008).  Why individuals from Burundi follow the worldwide trend, while those from Rwanda 
seem to drastically deviate may also be attributed to specific screening processes in each of these 
nation, prior to arrival in the US.  Further study to identify these subtle nuances is necessary.  
Cancer 
 Cancer statistics from this data set showed a lower prevalence in refugee men versus 
domestic men (0.97% versus 3.15%, respectively) and a higher prevalence in refugee women 
versus domestic women (4.25% versus 2.54%, respectively).  These findings may be 
significantly confounded by the fact that close to 70% of individuals arriving were less than 40 
years old and only 8 total cases of cancer occurred in the sample.  Here in the United States, the 
National Cancer Institute’s report on cancer prevalence by age shows that 94.86% of cancers are 
being diagnosed in individuals older than 40 years of age (Howlader et al., 2009; National 
Cancer Institute, 2009).  “History of Cancer” was considered positive without regard to the type 
of cancer that the patient displayed and individual types were not recorded in this study.  
Although most cancers are age-associated, seeing a higher prevalence in older generations 
(confirmed in this population above) certain types are also associated with infections (such as H. 
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pylori and gastric cancer or Hepatitis B virus with hepatocellular carcinoma) (Baker et al., 2012; 
Barnett, 2004; Howlader et al., 2009).  These may predispose to a younger distribution, 
especially since infectious diseases tend to be more prevalent in developing nations.  It is being 
seen, however, that all cases of cancer (not just those with an infectious etiology) are also 
increasing in developing nations.  Findings presented in The Lancet journal regarding data from 
the WHO’s GLOBOCAN project show that in 2008, 53% of the new cancer diagnoses and 63% 
of all cancer deaths in the world occurred in developing nations (Ferlay et al., 2010).  The low 
prevalence of cancer amongst this relatively young population may be due to the fact that 
infectious diseases predisposing to cancer are rigorously screened for during Class A and Class B 
condition evaluation on pre-departure screening exams.  As the Minnesota Refugee Health 
Program states, this evaluation has led us to agree that, in regards to cancer screening, it is best to 
follow the United States Preventive Services Task Force recommendations because they are an 
unbiased panel of experts with no professional conflicts of interest who are analyzing the 
available data based purely on outcomes and cost-effectiveness (Dicker, Stauffer, Mamo, 
Nelson, & O'Fallon, 2010).   
 According to the United States Department of Health and Human Services, “The 
USPSTF is an independent panel of non-Federal experts in prevention and evidence-based 
medicine and is composed of primary care providers (such as internists, pediatricians, family 
physicians, gynecologists/obstetricians, nurses, and health behavior specialists)” (Agency for 
Healthcare Research and Quality, 2012).  Although this independent, non-governmental, expert 
panel of individuals has provided some extremely comprehensive and unbiased 
recommendations, a more thorough examination of their methods is necessary to understand 
whether the guidelines would extrapolate to this population of refugee immigrants.  For example, 
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the USPSTF scours 17 peer-reviewed credible journals for up-to-date articles and evidence to 
base their guidelines upon.  Sixteen of 17 of these journals are American published and 
endorsed; it is unclear whether adequate global health parameters or incidence/prevalence reports 
are published here (USPSTF, 2012).  A thorough literature review of the USPSTF’s 
methodology and process of evaluation would provide further evidence as to whether or not 
these recommendations apply to this refugee population.   
Diabetes 
 With more than 25 million people suffering from and over $170 billion spent annually on 
diabetes in the United States alone, it is no doubt one of the leading causes of morbidity and 
mortality in our society (American Diabetic Association, 2012).  Screening for, modifying risk 
factors, and preventing the onset of diabetes is perhaps one of the most important roles that these 
intake exams perform, as diabetes tends to not only cause a plethora of its own problems 
(blindness, kidney disease, neuropathy, amputation, etc), but exacerbates numerous other 
conditions including heart disease and hypertension (American Diabetic Association, 2012).   
 The Mayo Clinic lists numerous risk factors for the development of Type 2 Diabetes 
Mellitus such as weight, inactivity, family history, race, age, prior history of gestational diabetes, 
polycystic ovary syndrome, high blood pressure, and high cholesterol/triglycerides (Mayo Clinic 
Staff, 2012).  The American Diabetic Association (2012) also recognizes stress as a significant 
factor affecting diabetes; chronic stress can increase blood glucose levels in response to the 
“fight or flight” mechanism.  All of these factors need to be rigorously screened for in order to 
adequately predict an individual’s probability of developing this disease in the future.  For 
example, we see in this refugee sample that as BMI increases, so does the prevalence of Diabetes 
(4.5% prevalence when BMI <25, versus 28.1% prevalence when BMI >30).  As diet and weight 
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are such strong predictors of diabetes, it is interesting that although this population has a lower 
prevalence of overweight/obese individuals, both men and women of this refugee group had 
higher diabetes prevalence than their domestic counterparts.  One of the limitations of this 
analysis is the fact that a patient was considered “positive” for diabetes mellitus if one fasting 
glucose reading was >125mg/dL, even though true diagnostic criteria require two readings above 
this level, a positive glucose challenge test, or a glycated hemoglobin A1c test of >6.5% on two 
separate occasions (American Diabetic Association, 2012; Mayo Clinic Staff, 2012).   
 When examining the data of just those refugees already arriving to the U.S. with a history 
of this diagnosis, without adding in the flawed inclusion criteria described above, we see that 
only 5/141 (3.54%) women and 5/207 (2.42%) men were diabetic.  The logistics of this study did 
not allow for examination of numerous blood tests as patients were often times referred on to 
other physicians or lost to follow up.  Although this limits the accuracy of the prevalence data, it 
is still important to study these populations further to determine if their diet, lifestyle, or genetic 
factors may be playing into the prevalence.  Diabetes is under diagnosed here in the U.S., 
especially in the face of staggering obesity rates, as highlighted by the fact that 7 million 
undiagnosed true diabetic and 79 million prediabetic individuals are living in this country 
(American Diabetic Association, 2012).  The need for more ubiquitous and specific testing, 
along with adequate access to treatments, across all populations should be a considered a goal by 
all in healthcare. 
Hypertension 
 Hypertension in this refugee group occurred at a much lower rate than the numbers we 
see here domestically (as highlighted when comparing Tables 1 and 6).  Again, another 
diagnostic dilemma was faced when classifying a “positive” hypertension result, as the true 
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criteria necessitate 3 consecutively high readings, while this examination was only privy to one 
initial blood pressure measurement (Carretero, 2000).  Perhaps some cases of true hypertension 
were missed, but conceivably, it is possible that the current prevalence data may even be falsely 
elevated due to the fact that patients are labeled as “hypertensive” after only one screen in an 
unfamiliar, anxiety-producing environment (whereas, if patients were adequately followed up 
and measured a second and third time, they may be normotensive).  Saying so, epidemiologic 
evidence suggests that a population with a lower prevalence of obesity (a known risk factor for 
hypertension) might have lower rates of elevated blood pressure.  This statement, however, can 
be confounded by evidence such as that presented by Dressler (2004), who shows that 
hypertension may be seen with increased incidence in those undergoing migration and social 
change and may not always be related to other more traditional western risk factors such as 
obesity and tobacco use.   
 Interestingly, there is not much of a difference in prevalence rates of hypertension 
amongst those with normal versus elevated BMI, as described in the results section above.  
Refugees from Nepal suffered the highest prevalence of hypertension at 18.18%, albeit was only 
2 patients out of 11.  Both of these individuals were over the age of 45, which correlates with the 
notion that hypertension, like most chronic diseases, is highly associated with advanced age.  
Iraqis, the largest demographic in this study and the major driver for most of the statistics seen, 
suffered an overall prevalence of hypertension of 8/132 (6.06%).  This is less than half of the 
value found in the large CDC San Diego study (15.8% prevalence of hypertension) described in 
the introduction section above (Ramos et al., 2010).  With over 3000 participants in the San 
Diego study, it would be logical to conclude that the power was adequate enough to draw 
accurate conclusions from and may highlight how data from a small sample set such as this may 
CHRONIC DISEASE PREVALENCE  34 
be skewed.  Nevertheless, this group of individuals arriving in the Dayton region enjoyed a 
relatively lower disease burden than not only Americans, but also their countrymen arriving in 
different parts of the nation.   
Overweight/Obesity 
 The obesity epidemic is perhaps the most important public health concern facing the 
world’s population at this point in time.  The direct and indirect costs to society are staggering, 
totaling over $147 billion annually (Finkelstein, Trogdon, Cohen, & Dietz, 2009).  Diet, 
sedentary lifestyle, environment, race, gender, age, medications, and certain genetic conditions 
are all independent variables in predicting obesity (CDC, 2010).  Understanding these factors 
through a thorough history are important in learning which refugees may be at greatest risk.  For 
the purpose of this study, by classifying refugees into BMI categories, it was determined that 
men in this sample were less than half as likely as domestic men to have an elevated BMI, while 
women were closer to U.S. national norms (as seen on Tables 1 and 6).  Clearly, cultural 
differences affected high BMI prevalence as evidenced by the differences seen between countries 
like Bhutan having only 13.3% overweight and no obese versus Iraq who had close to 60% 
(82/140) as either overweight or obese.  The Global Burden of Metabolic Risk Factors of 
Chronic Diseases Collaborating Group created a dataset of average BMI by country in 2011.  
This shows that in Bhutan, the average BMI for me and women is 22.82 and 22.89, respectively; 
both within what is considered as the “normal” range for BMI.  Iraq on the other hand, had an 
average BMI of 26.72 in men and 28.42 in women; both in the “overweight” range (The Global 
Burden, 2011).  This correlates well to the percentage of refugees from each of these nations 
coming to the U.S. who are overweight or obese.  Being cognizant of these regional and cultural 
differences can help the clinician at the time of intake more appropriately screen for and identify 
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risk factors and presence of metabolic derangement.  Furthermore, it has been show that 
immigrants to this country tend to suffer from increasing BMI the longer they reside here, which 
leads us to believe that the western, calorie dense, fat laden diet in the United States is the key 
driving force in the development of obesity (Goel, McCarthy, Phillips, & Wee, 2004).  This 
study published in JAMA shows the alarming trend by plotting number of years after 
immigration with BMI.  For immigrants living in the United States for 1 year or less, there was 
only an 8% prevalence of obesity, versus 19% prevalence for those who have been here 15 years 
or more.  This again highlights the importance of adequate follow up and primary care referral in 
order to appropriately counsel patients on dietary and nutritional standards and ensure that 
interventions are made frequently in order to curtail the numerous comorbidities associated with 
this disease (Goel et al., 2004).   
Stroke 
 Stroke is the third leading cause of death and the number one leading cause of serious, 
long-term disability in the United States worldwide, 15 million people suffer from a stroke each 
year, with 5 million resulting deaths, and another 5 million long term disability (CDC, 2007; 
Rodgers, Vaughn, & Prentice, 2002).  Although stroke can occur at any age, it is more likely a 
function of other concomitant disease states such as hypertension, heart disease, diabetes, and 
elevated cholesterol.  This data set showed an extremely low prevalence of stroke at 3/348 
(0.86%), which is 3 times less than the national U.S. prevalence of 2.6% (CDC, 2007).  The 
increased incidence of the risk factors above, along with strong national initiatives, diagnostic 
advances and improvements in epidemiology may all contribute to the higher domestic rate.  
Stroke is often times a summation of numerous risk factors and lifestyle issue and continued 
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diligence on the part of screening intake examiners is needed to identify these potential hazards 
and protect the patient from this debilitating condition.   
Tobacco Use 
 The WHO reports that although tobacco use is decreasing in developed countries, mostly 
due to aggressive educational campaigns, an increasing trend is being seen in most developing 
countries (World Health Organization, 2012).  This sample does, in fact, show a much higher 
prevalence of tobacco abuse among men, compared with domestic data.  The refugee women 
studied here, however, showed a remarkably low prevalence of tobacco use of only 2/63 
(3.17%), compared with their male counterparts who had a tobacco use prevalence of 29/77 
(37.66%).  As Iraq is the major driver of the data set, it is interesting to point out the cultural 
differences seen in many middle eastern countries where smoking prevalence amongst women 
are extremely low, often well below 10% (Shafey, 2007).  This fact may be a driver for the low 
numbers we are seeing in this refugee group.  Data does exist, however, to indicate that these 
trends are on the upswing among men and women alike in the developing world and provides the 
impetus for ensuring rigorous tobacco cessation programs are implemented early on, during the 
initial screening process if possible (CDC, 2011; Shafey, 2007).   
Screening Exam Guidelines 
 Table 7 delineates the recommendations and guidelines offered by each of the four 
agencies studied in regards to each of the major considerations of this study.  The last column 
shows the ODJFS recommendations, which are the ones that are adapted for the Dayton 
community.  Comparing the recommendations from the CDC, another state’s (Minnesota) 
refugee program, and the large systematic review from the Canadian Collaboration for 
Immigrant and Refugee Health with the ODJFS form used in this area allowed for a better 
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understanding of benchmarks and recommendations for the future.  Each set of guidelines 
highlights the fact that there is some degree of inherent limitation, bias, and arbitrariness in any 
set of broad-sweeping recommendations due to the sheer number of variables and vast difference 
in populations.  Nevertheless, it is still of importance to critically appraise the current body of 
knowledge, particularly regarding chronic disease and prevention, to ensure appropriate clinical 
pathways are in place to most adequately care for this unique set of individuals.   
 Anemia screening was essentially recommended across the board as a routine exam.  This 
is to be accomplished by collecting a complete blood count with white cell differential.  The 
Canadian Review is more conservative, stating that, most likely it is only necessary if individuals 
are identified coming from certain at risk regions, in children, and women of childbearing age.  
The ODJFS screening being currently used is on par with these recommendations and 
recommends routine screening for all.  Due to the fact that close to 1 in 5 (67/348) incoming 
refugees in this sample were anemic, of which 52/67, almost 80%, were women, we believe the 
routine screening of all refugees is an important part of the screening intake exam.   
 Body Mass Index (BMI) has been used almost ubiquitously across various organizations, 
including the American Dietetic Association (2012), the CDC (2010), and the WHO in 
describing cutoffs to what we consider “normal weight,” “overweight,” “obese,” and “morbidly 
obese”.  Controversy does exist as to the validity of such a measurement, but it is still of utility to 
analyze trends and macro level data (Harvard School of Public Health, 2012).  Although the 
Canadian guidelines made no specific mention of calculating BMI in order to identify obesity, it 
is cited numerous times as a major comorbidity in many other conditions and needs to be 
counseled about (Tugwell et al., 2011).  Due to the high prevalence amongst this refugee 
population and the fact that it is a major contributor to so much other disease, it is recommended 
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that this practice be continued.  Not only is it a beneficial baseline and opportunity to physicians 
to reinforce healthy habits, but also it is essentially harm free to make the determination.  Of 
course, culturally competent discussions about nutrition and diet in an appropriate context are 
encouraged. 
 As can be seen from Table 7, the CDC offers the most comprehensive recommendations 
on cancer screening of the four agencies.  Although ODJFS does state that any personal history 
of disease is an essential part of the history and physical, the organization does not provide 
clinicians with specific preventive guidelines to follow.  The Canadian review only studied one 
form of cancer, cervical cancer, and recommends that all sexually active women should be 
screened for this condition via Pap smear.  Perhaps implied in these other guidelines, but only 
explicitly stated by the CDC, is the need to follow current preventive cancer screenings per 
nationally recognized recommendations for the domestic American population.  One such 
organization, the United States Preventive Services Task Force, described above, offers 
numerous cancer screening guidelines.  Like the Canadian study, USPSTF recommends cervical 
cancer screening by cervical cytology at least every 3 years starting at age 21 or within 3 years of 
onset of sexual activity (whichever comes first); screening can be discontinued after age 65 in 
women with previous negative screenings and none is required in women who have had a total 
hysterectomy for benign disease.  Regarding breast cancer, the USPSTF guidelines recommend 
women 40 years of older should mammograms, with or without clinical breast exams, every 1 to 
2 years.  Lastly, they offer a recommendation on colorectal cancer screening of men and women 
50 years or older should be screened by either fecal occult blood testing of 3 consecutive stools 
annually, flexible sigmoidoscopy or double-contrast barium enema every 5 years, or 
colonoscopy every 10 years.  All of these recommendations are summarized in Table 8 
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(USPSTF, 2012).  The CDC guidelines do admit that although USPSTF guidelines suffice for the 
domestic population, there are no specific guidelines in the U.S. for screening of cancers that 
occur more frequently in the developing world, and clinicians must have a low threshold for 
testing if suspicion arises (Baker et al., 2012).   
 The comprehensive nature of the CDC’s recommendations regarding cancer is why the 
Dayton community should adopt them.  Female refugees, in particular, display a nearly 2-fold 
increase in cancer prevalence, as detailed above.  Unfortunately, the initial health screening is 
designed to only address history, physical, and some brief laboratory workup.  Early stages of 
neoplasm, which are often asymptomatic, would require more detailed attention and diligence 
with follow-up on the part of the primary care physician that the refugee may be seeing.  Once 
assistance discontinues for a refugee, however, there is no guarantee that an uninsured refugee 
would even have the resources to access the healthcare system and have these essential screening 
exams taken care of (Capps, Rosenblum, & Fix, 2009) 
 Hypertension should be screened for by the use of three consecutive resting blood 
pressure measurements.  Unfortunately, due to the nature of this study and the fact that a 
screening intake exam only occurs, it is difficult to assess the efficacy of this intervention.  
During history taking, a personal history will be confirmed and/or medications treating 
hypertension will be noted.  Although these patients will clearly benefit from being identified 
and continued on therapy, the diagnosis of new-onset hypertension is essentially impossible by 
strict diagnostic criteria over one visit.  The USPSTF does recommend that hypertension should 
be screened in men and women age 18 or over (Baker et al., 2012).  If high blood pressures are 
noted, it is recommended that the intake physician discuss this with the patient in a culturally 
sensitive fashion and identify the goals of each individual.  Nevertheless, vital signs are included 
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in all thorough history and physicals and are recommended across the board.  Again, like the 
case of BMI, although the Canadian review makes no specific recommendation, they do mention 
several times the importance of hypertension as a significant comorbidity that needs to be 
explored and discussed with patients (Pottie et al., 2007; Tugwell et al., 2011).  
 Infectious disease testing is essentially identical amongst all organizations studied.  The 
Class A and B conditions that are described above are national guidelines that are set by the 
CDC and WHO (Baker et al., 2012; ODJFS, 2011).  Although this was not a consideration for 
this study, as the emphasis was on chronic diseases, it is still important to note that the 
standardization across organizations regarding infectious diseases is a result of numerous 
consensus groups and evidence based guidelines.  Unfortunately the same kind of robust 
recommendations do not generally exist when dealing with chronic disease.  The eventual goal is 
to have enough evidence with enough power to provide more consensuses across numerous 
clinical settings.  As described above, the sheer number of variables involved in chronic disease 
may preclude a perfect system of agreement.   
 Routine universal electrolyte screening was not recommended specifically by any 
organization.  The CDC reports that no evidence exists to support universal screening of 
asymptomatic refugees but a renal panel should be ordered if signs or symptoms exist to suggest 
benefit from this test (Baker et al., 2012).  The Canadian review recommends fasting glucose 
testing to identify type 2 diabetes in persons of South Asian, Latin American, and African origin, 
based on epidemiologic prevalence data of these nationalities (Tugwell et al., 2011).  ODJFS 
currently recommends glucose screening for all (ODJFS, 2011).  Some attention should be paid 
to a patient’s particular history along with a firm understanding of public health epidemiology.  
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Due diligence on the part of the clinician to identify these individuals or any risk factors should 
be employed to ensure appropriate care is being delivered. 
 Another test that may be useful to determine electrolyte imbalances, as well as evidence 
of hypertension, diabetes, or renal conditions, is the urinalysis.  ODJFS suggests routine 
screening of urine sample as it can provide evidence for certain infectious diseases as well 
systemic conditions including renal pathology, hypertension, or diabetes (ODJFS, 2011).  The 
Minnesota and Canadian guidelines, on the other hand, only suggest urinalysis if patient’s 
history and/or physical reveals evidence to do so.  Although the CDC recommends urinalysis as 
an optional test, as long as the patient is old enough to provide a clean catch specimen, they are 
careful to note that the cost-effectiveness of this process has not been proven (Baker et al., 2012). 
 Although hyperlipidemia was not a condition studied in this examination, it was 
interesting to note the absence of lipid screening in 3 of 4 of the organizations studied.  Only the 
CDC makes mention that refugees, like their domestic counterparts, should be screened for lipid 
disorders according to the USPSTF guidelines (summarized in Table 9).  These 
recommendations include the following: men 35 or older and women 45 or older should be 
screened for (at the minimum) total cholesterol and high-density lipoprotein levels, both of 
which can be checked in a non-fasting state; men 20-35 years old and women 20-45 years old 
should be screened if they have increased risk for coronary heart disease (which include a history 
of diabetes, tobacco use, hypertension, family history suggestive of a familial hyperlipidemia, or 
a family history of cardiovascular disease at young ages) (Baker et al., 2012). 
 While cultural competence and compassion towards a refugee’s psychological issues 
should always be practiced, mental health screening is not routinely recommended.  Here in 
Ohio, the ODJFS states, “providers should have an understanding of and be sensitive to, the 
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psychological trauma refugees may have experienced in the migration process.  It is essential 
providers understand that refugees may have been subjected to multiple stressors before 
migrating, while in flight, and, in many cases, during a temporary resettlement period prior to 
their arrival in the U.S.  Although these stressors may have a long-term negative impact on 
effective resettlement for some individuals, the treatment of mental health needs of refugees 
should not be the focus of the initial screening encounter” (ODJFS, 2011).  However, ODJFS 
(2011) does go on to state the importance of this screening exam as an opportunity for providers 
to help patients understand the numerous psychosocial issues that they may face with so much 
rapid change and acculturation to take place, not to mention any previous trauma that has been 
suffered.  The Minnesota Department of Health recommends assessing for signs of PTSD or 
acute psychiatric conditions at initial exam and recommend further follow-up if necessary 
(Dicker et al., 2010; Sanders, 2006).  The Canadian review provides much systematic evidence 
that screening for depression should take place when an integrated system is in place to provide 
follow-up treatment and PTSD should not be explored as it may result in more harm than good 
(Tugwell et al., 2011).  The evidence presented in the Canadian review shows that an estimated 
80% of individuals who experience traumatic events heal spontaneously after reaching safety 
(Tugwell et al., 2011).  Empathy, reassurance, and advocacy in ensuring follow-up and diligent 
questioning should be the major modalities for initially dealing with refugee mental health.  This 
is the position recommended for Public Health - Dayton & Montgomery County.   
 Across the board, it is recommended that stroke not be specifically screened for besides 
questioning during the history portion of the interview.  Stroke is often times the final 
manifestation of many of the comorbidities described in this analysis, including hypertension, 
hyperlipidemia, and diabetes mellitus.  Just as a myocardial infarction results in tissue ischemia 
CHRONIC DISEASE PREVALENCE  43 
in the heart wall, a stroke is usually caused by a lack of blood flow to the brain matter, which is 
often secondary to the conditions studied here.  Continued diligence is recommended during 
history taking to identify and minimize patient risk factors for the development of stroke. 
 The CDC states, “Tobacco use is the single most preventable cause of disease, disability 
and death in the United States.  Each year, an estimated 443,000 people die prematurely from 
smoking or exposure to secondhand smoke, and another 8.6 million live with a serious illness 
caused by smoking” (CDC, 2011).  Understanding these facts and realizing that tobacco is a 
direct contributor in many of the other conditions noted here is impetus enough to continue 
taking a strong social history during patient interviews and educating them on the dangers of 
smoking and benefits of cessation. 
 Underlying all of these recommendations are three major goals: first and foremost, to 
deliver the most medically sound and patient-centered care in an evidence based format; second, 
to realize that there are various approaches to medical services for all groups of individuals, as 
evidenced by the numerous recommendations across the nation; and third, to assimilate these 
ideas in the most compassionate, high quality, cost-effective manner possible.  Although “cost-
effectiveness” has recently become a contentious issue within the medical community, the 
rationale is a value judgment about the direction that medicine needs to start moving in order to 
face our current problems with the health care industry.  For example, a blood draw is a 
relatively benign procedure.  Yet, it is still the duty of clinicians and public health officials to 
ensure that all testing is appropriate and effective.  Recent debate has surfaced after an update to 
the ethics manual from the American College of Physicians stated that doctors had the 
responsibility to practice “parsimonious care;” that is, with thought given to the resource 
utilization and a dedication to using the most efficient means possible, while still ensuring safety 
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and patient choice (Williams, 2012).  By holding to these ideals, physicians, providers, and 
public health show that they are not afraid to understand the context that medicine is delivered in 
our country and that cost-effectiveness must become a common and comfortable concept to 
understand in regard to diagnostic and therapeutic interventions.  It goes without saying, that this 
is all to be taken in the strict context of always ensuring the safest and most effective course of 
action that the patient has participated fully in the choice of.    
Limitations 
 This study has several limitations.  First, with a sample size of only 348 with varying 
numbers coming from 25 different countries, it is difficult to draw conclusions about the groups 
as a whole without noticing some clear skews.  For example, 40.23% of the refugees originated 
in Iraq, which might lead the results to favor those conditions that are more likely to be 
experienced in individuals of that nation.  Secondly, almost 70% of the population examined was 
under the age of 40.  It is commonly understood that most chronic conditions begin to show as 
the life stages progress, so these numbers may not capture the true burden of disease in the 
refugee population.  Next, while chronic disease has been studied by numerous agencies 
throughout the United States and abroad, it is often times difficult to locate one “end-all-be-all” 
authority on prevalence statistics.  The domestic data that was presented in this study came from 
numerous sources and different year ranges.  Although they served the purposes of this review, 
more meaningful conclusions could be drawn from a robust, uniform data set.  Lastly, a chart 
review poses several challenges; one of the difficult portions of this study was conceding the fact 
that multiple blood pressure and blood sugar readings could not be examined as hypertension and 
diabetes, in particular, require this stipulation for true diagnosis. 
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Conclusion 
 This study has sought to understand the chronic disease burden of the refugee population 
coming to Dayton, OH, identify and assess the major contributors of refugee intake 
examinations, and provide direction for the future.  Overall, this refugee population showed 
varying deviations from domestic figures in regards to chronic disease prevalence.  Individual 
data discussed above shed light on some of the more interesting associations noted.  The nature 
of chronic disease, though, is one of constantly evolving recommendations and updates.  It is 
often impossible to understand fully an individual’s disease burden with one snapshot initial 
health screening.  Therefore, the most important recommendation that can come of this analysis 
is the need for further study to understand the follow-up and long-term pattern of care for these 
individuals.  Intuitively, it would be hypothesized that as refugees move out of the assistance 
period, a good number of them are still not fully acculturated or have access to all necessary 
resources.  Once it is ensured that a large percentage of these individuals are being seen 
regularly, it would then be appropriate to understand if they are receiving appropriate preventive 
care and chronic disease management.  Clearly, much work is still to be done.  Hopefully this 
study sheds some light on some of the basic demographics and limitations to good care and 
further investigation can further hone the process of providing this vulnerable population with 
the best care possible.  A good process to employ when considering future recommendations 
would be to try and apply the AGREE, GRADE, and Delphi processes of guideline evaluation, 
much like the large Canadian review employed (Pottie et al., 2007; Swinkels et al., 2011).  With 
the diligence, continued interest, and hard work of those of us in public health, medicine, and 
social services, a model for successful refugee health around the nation can be achieved here in 
CHRONIC DISEASE PREVALENCE  46 
the Dayton area.  Adhering to clinically sound evidence and continuing to investigate current 
practices are the first step on this journey.   
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Appendix A 
Ohio Department of Job and Family Services 
Refugee Health Screening 
For reimbursement purposes:  
1.  The patient must be a valid class of refugee (holding I-94, letter of asylum, certification as 
trafficking victim, etc).   
2.  Screening must begin within 90 days of arrival/status granted.  If beyond 90 days contact 
ODJFS for possible exceptions. 
3.  The screening examination and this form must be completed.   
4.  Send form to: Ohio Department of Health, 
Questions?  Call the ODJFS Refugee State Coordinator’s Office at (614) 644-1142 for more 
information. 
 
Section I R e f u g e e  P e r s o n a l  a n d  D e m o g r a p h i c  I n f o r m a t i o n  
Last Name    
First  & 
Middle  
Address   
City   State  OH Zip   
County   Phone   
Alien #   
Primary 
Language   
I-94 Status  
(Place Copy in Chart)   
Interpreter 
Needed     Yes         No 
Country of Origin   
Interpreter 
Name   
Agency 
Sponsor/VOLAG:   
Interpreter 
Agency   
    Language   
  
Section II D a t e s  
Arrival /Status 
Granted Date   Date of Birth  
Domestic Health 
Screening Evaluation 
Beginning Date   Location/Site 
 
Assessment Date   Location/Site   
  
Section III S c r e e n i n g  P r o v i d e r  I n f o r m a t i o n  ( P r o v i d e r  U s e  O n l y )  
Provider    
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Contact Name   Phone   
Date Form Was 
Completed   Fax   
  
Section IV O v e r s e a s  M e d i c a l  D o c u m e n t  R e v i e w  
Include IOM Bag, DS-2053 (OF-157) and other overseas documents 
List Class A or B Conditions identified during overseas 
health assessment. 
Use one line for each condition. 
Diagnosis 
Confirmed Comments 
  Yes       No   
   Yes       No   
   Yes       No   
Note
s   
 
Section V H e a l t h  E d u c a t i o n :   3 0  M i n u t e s  O r i e n t a t i o n  t o  t h e  U . S .  
h e a l t h  c a r e  s y s t e m  Yes Not done, 
explain:   Date: 
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Section VI  M e d i c a l  H i s t o r y  
Medical History 
Completed 








 A L L  A G E S    
Height:   Weight:   BMI:     
  Temperatur
e: 






  CBC 










Urinalysis Specific Gravity: pH: Microscopy: 




cm   Percentile 
Height: 
   Percentile 
Weight: 
  








  Test Date:   
Immunization Record:  Review overseas medical exam (OF-157), if available, and document 
immunization dates.   
For measles, mumps, rubella and varicella: indicate lab evidence of immunity, if so 
immunizations will not be needed against that particular disease. 
For all other immunizations: update series or begin primary series if no immunization dates are 
found. 
























Measles       
  
Mumps       
Rubella       
Varicella 
(VZV)       
Diphtheria, Tetanus 
and Pertussis (DTaP, 
DTP, DT)             
Diphtheria-Tetanus 
(Td, Tdap)           
Polio (IPV, OPV)             
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Heaemophilus 
influenzae type b 
(Hib)           
Influenza             
Hepatitis A       
Hepatitis B         
Pneumococcal       
BCG                   
¨   Yes-Provide date  
¨     No      ¨     Unknown   




P a r a s i t e  S c r e e n i n g  
STO
OL 
Screened, pathogenic parasites 
found.   
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T u b e r c u l o s i s  



































Blood Assay Mycobacterium Test ¨ 
Negat
ive 








C h e s t  X - R a y  - -  d o n e  i n  U S  ( I f  T S T  o r  B A M T  p o s i t i v e ,  C l a s s  B  





















































































T r e a t m e n t  
(TB disease or LTBI) 
TB treatment follow-up 
clinic, if NOT screening 
clinic: 







































TB Testing Comments:   
  
Section X H e p a t i t i s  B  S c r e e n i n g  
















* Note: if positive HBsAg, patient is infected with HBV and infectious to contacts.  It is especially 
important to screen ALL household contacts. 






Some, not ALL 
contacts were screened 
¨ No, none 
  
Section XI S e x u a l  H i s t o r y  a n d  S e x u a l l y  T r a n s m i t t e d  I n f e c t i o n s  









Not done, explain: 
Gonorrh
ea 









Not done, explain: 
Chlamyd
ia 









Not done, explain: 









Not done, explain: 
 
Other 































¨ Negative LMP:          /       /       
"We know domestic violence is a very common problem, so I 
have started asking about it routinely. Have you ever been hit, 
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Civil Surgeon Referral is Required  
 
AUTHORIZATION FOR RELEASE OR USE OF PROTECTED HEALTH 
INFORMATION (PHI) 
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I (Refugee Name)                                                             , hereby authorize (Provider)                                                          
to release my health screening information to the Ohio Department of Job and Family Services, 
Refugee Services Program in order to facilitate invoicing, continuity of care and the refugee 
health demographic data collection. The PHI is to be mailed to: 
Ohio Refugee Services Program 
ODJFS Office of Family Stability 
P.O. Box 182709 
Columbus, OH 43218-2709 
The specific protected health information to be released 
is: 
This Refugee Health Screening form (JFS 01460), and any 
other information determined to be necessary on processing 
my initial health screen payment to (Provider)                                                                      
. 
By Signing below I understand that: 
 This authorization shall expire 90 days from date of service or until revoked by me in writing, 
whichever comes first. 
 I have the right to revoke or cancel this authorization at any time by providing notice in writing 
to this office. 
 If I revoke or cancel this authorization, it is not effective for the use or for the disclosure of my 
PHI that has already occurred. 




Signature: Refugee or Auth ized 
Representative/Parent/Guardian  












Signature: Provider Representative  Print: Provider Representative Date 
______ (Initials) Patient acknowledges receiving advice and understanding patient’s rights, 
responsibilities, privacy practices and has been offered a copy of notice of privacy practices.  
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Domestic Medical Screening Checklist 
 
 Perform general medical examination  
History and physical examination  
 Preventive health interventions  
o Immunizations  
Record previous vaccines, lab evidence of immunity, or history of 
disease;  
 Doses are valid if given according to accepted ACIP or State 
schedules  
 If patient has no documentation, assume he or she is not 
vaccinated 
 Give age-appropriate vaccines as indicated. Complete any 
series that has been initiated. (Do not restart a vaccine 
series)   
 Laboratory evidence of immunity may be checked per the 
judgment of the provider (see discussion in immunization 
section) 
 General testing (not disease specific)  
o Recommended for all refugees  
Complete blood count with differential and platelets  
Urinalysis  (optional, in persons able to provide a clean-catch 
specimen)  
Glucose and serum chemistries  
o Recommended for specific groups of refugees  
Infant metabolic screening in newborns, according to state 
guidelines  
 
 Tuberculosis testing  
     
Evaluate overseas records 
Evaluate for signs or symptoms of disease and physical         
examination (low threshold for evaluation) 
Skin test or IGRA 
Appropriate evaluation of positive screening test  
Appendix B 
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Appendix C 
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Appendix D 
Public Health Competencies Met 
Specific Competencies 
Domain #1: Analytic Assessment Skill  
Defines a problems 
Determines appropriate uses and limitations of both quantitative and qualitative data 
Selects and defines variables relevant to defined public health problems 
Identifies relevant and appropriate data and information sources 
Evaluates the integrity and comparability of data and identifies gaps in data sources 
Applies ethical principles to the collection, maintenance, use, and dissemination of data and information 
Makes relevant inferences from quantitative and qualitative data 
Applies data collection processes, information technology applications, and computer systems 
storage/retrieval strategies 
Recognizes how the data illuminates ethical, political, scientific, economic, and overall public health issues 
Domain #2: Policy Development/Program Planning Skills 
Collects, summarizes, and interprets information relevant to an issue 
Domain #3: Communication Skills 
Communicates effectively both in writing and orally, or in other ways 
Solicits input from individuals and organizations 
Uses the media, advanced technologies, and community networks to communicate information 
Effectively presents accurate demographic, statistical, programmatic, and scientific information for 
professional and lay audiences 
Attitudes 
Listens to others in an unbiased manner, respects points of view of others, and promotes the expression of 
diverse opinions and perspectives 
Domain #4: Cultural Competency Skills 
Identifies the role of cultural, social, and behavioral factors in determining the delivery of public health 
services 
Develops and adapts approaches to problems that take into account cultural differences 
Domain #5: Community Dimensions of Practice Skills 
Collaborates with community partners to promote the health of the population 
Identifies how public and private organizations operate within a community 
Identifies community assets and available resources 
Describes the role of government in the delivery of community health services 
Domain #6: Basic Public Health Sciences Skills 
Defines, assesses, and understands the health status of populations, determinants of health and illness, 
factors contributing to health promotion and disease prevention, and factors influencing the use of health 
services 
Identifies and applies basic research methods used in public health 
Identifies and retrieves current relevant scientific evidence 
Identifies the limitations of research and the importance of observations and interrelationships 
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Specific Competencies 
Domain #6: Basic Public Health Sciences Skills 
Attitudes 
Develops a lifelong commitment to rigorous critical thinking 
Domain #7: Financial Planning and Management Skills - N/A 
Domain #8: Leadership and Systems Thinking Skills 
Identifies internal and external issues that may impact delivery of essential public health services (i.e. 
strategic planning) 
Facilitates collaboration with internal and external groups to ensure participation of key stakeholders 
Promotes team and organizational learning 
 
